Celiac disease (CD) is treated by eliminating all gluten from the diet. A 49-year-old man with CD was admitted to our clinic with complaints of recurrent diarrhea and abdominal pain despite strict adherence to a gluten-free diet. The duodenum was seen to be edematous on gastroduodenoscopic examination. Histological examination of the biopsy specimen taken from the duodenum showed multiple round shaped Strongyloides stercoralis (S. stercoralis) larvae within the crypts. He was successfully treated with albendazole. This case emphasizes the importance of duodenal biopsy in CD. To our knowledge, this is the first case in the literature showing CD and S. stercoralis together.
CASE REPORT Nonresponsive Celiac Disease due to Strongyloides stercoralis Infestation Introduction
Celiac disease (CD) is an autoimmune multi-systemic disorder caused by ingestion of gluten, with marked gastrointestinal symptoms. Treatment of the disease is elimination of gluten from the diet. Despite a gluten-free diet, CD may lead to malignant conditions such as lymphoma (1) . Although Strongyloides stercoralis (S. stercoralis) is usually encountered in tropical regions, it may be seen all over the world (especially in immunocompromised individuals). S. stercoralis causes a parasitic infestation which may even lead to death in cases of delayed diagnosis (2) . It should be considered in the differential diagnosis of CD since it causes similar gastrointestinal symptoms (e.g. nausea, vomiting, diarrhea, malabsorption) as CD (1, 3) . Parasitic infestations which were reported to accompany CD are the following: giardia lamblia, hymenolepis nana, hookworm, entamoeba dispar, entamoeba coli, endolimax nana and iodamoeba butschlii (4) . Herein, we report a case of S. stercoralis accompanying CD, which is the first case in the literature. Biochemistry, C-reactive protein and erythrocyte sedimentation rate were all within normal ranges. Hemoglobin was 14.5 g/dL, white blood count was 11,200/mm 3 [neutrophil count 3,940 (35.1%), lymphocyte count 3,240 (28.9%), eosinophil count 3,370 (30%), basophil count 143 (1.28%), monocyte count 527 (4.7%)] and platelet count was 232,000/mm 3 . Stool examination was inconclusive. The second and third portions of duodenum were found to be edematous on gastroduodenoscopic examination (Fig. 1) .
On histological examination of the biopsy specimen taken from the second portion of the duodenum, there were multiple round shaped S. stercoralis larvae with a diameter of 50 μ within the crypts and villi ( Fig. 2A, B) . Albendazol 400 mg bid for 3 days was given to the patient which was repeated after a 14-day interval. The patient was improved completely at the 4th week control visit. His biochemistry, complete blood count, and total IgE levels were within normal ranges. Second and third portions of the duodenum were slightly edematous on gastroduodenoscopy. Examination of duodenal aspirate and biopsy specimen did not reveal any microorganisms.
Discussion
The diagnosis of CD is done with serological and histological findings. However response to a gluten-free diet is the most important step in making the differential diagnosis (1) . In the present case the diagnosis was concluded both with serological and histological findings and clinical response to the gluten-free diet. While unresponsiveness to a 6-month long gluten-free diet is called primary unresponsiveness, recurrent symptoms after an initial response are called as secondary unresponsiveness (1) . Peptic duodenitis, hypogammaglobulinemia, tropical sprue, intestinal infections (mostly giardiasis), Crohn disease, auto-immune enteropathy, refractory CD in case of weight loss, irritable bowel syndrome (in patients with normal or near normal mucosa as in the present case), intestinal bacterial overgrowth, food allergy or pancreatic insufficiency should be considered in case of secondary unresponsiveness (1).
S. stercoralis, which may present with a clinical picture similar to CD, may lead to malabsorption and follow a fatal course (2, 3) . Although the clinical picture is similar, S. stercoralis can be differentiated from CD with serological (negative anti-endomysial and anti-tissue trans-glutaminase antibodies) and histological (usually no villous atrophy) findings. Although the diagnosis is made by showing rhabditiform larvae on stool examinations, occasionally showing the larva in duodenal aspirate fluid (5) or in the tissue as in the present case can yield the diagnosis. Eosinophilia is another finding which supports the diagnosis. Ivermectin or albendazol can be used in the treatment of S. stercoralis (2) .
In the present case, symptoms recurred on a gluten-free diet, no macroscopic (other than mucosal edema) or microscopic (exception: eosinophilic infiltration of the villi) mucosal abnormality was detected but S. stercoralis larvae was seen within the crypts. His symptoms resolved completely after albendazol therapy.
Although it is not usually considered in the differential diagnosis of CD (1) the present case demonstrated that S. stercoralis should also be considered in cases of secondary unresponsive CD. Moreover, this case emphasizes the importance of duodenal biopsy. This is the first case in the literature to show CD and S. stercoralis together.
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